Background: This paper describes a Bosnian refugee, a survivor of war and ethnic cleansing, during a 3-year follow-up in a psychiatry clinic. Discussion: This case throws light on the tension between medicotherapeutic and sociomoral ways of understanding the effects of such experiences, and of the limitations of morally and politically neutral psychiatric categories and technologies. Suffering always invokes questions of values: in this case the clinical picture represented a moral protest at what had been done with such impunity, and a refusal to accommodate to a world which now seemed unintelligible. The clinical picture also embodied the collective outrage, and sense of un®nished business, which many back in Bosnia itself were carrying in the wake of the 1995 Dayton peace accords which effectively legitimised the lines of ethnic cleansing. Conclusions: DSM or ICD diagnoses of depressive disorder or post-traumatic stress disorder turned out to lack validity and explanatory power. Claims that victims of war and atrocity typically have an unmet need for mental health services are overstated. Recovery from the effects of war may depend on reestablishing a sense of intelligibility, a task that must primarily go on in social space rather than mental space.
After arrival he began to change. He became tense, deeply unhappy and dysfunctional. He was withdrawn, even from his family, and his only conversation was of Zvornik and his lost house. He paid no attention to anything around him, was suspicious of people and left Fatima to handle all the practical problems of asylum-seeking. He was persistently sleep disturbed, with nightmares about his house, from which he awoke sweating and fearful.
Fatima found a GP who prescribed a tricyclic anti-depressant but several months at full dosage produced no improvement. He was then referred for psychiatric assessment to the Medical Foundation for the Care of Victims of Torture, a medical charity oering clinical services. I ®rst saw him in May 1997 and follow-up at 3-or 4-weekly intervals continued for over 3 years. Fatima, who spoke good English, acted as interpreter.
CLINICAL COURSE
At the ®rst interview he presented as pent up, despairing, preoccupied, chain smoking and almost mute. He stared out of the window in a ®xed, vigilant way, as he must have done over and over again in Zvornik as Muslims waited to be picked o. At one point he attempted to leave the room and when I asked him how he felt he started weeping. No conversation was possible with him. He satis®ed diagnostic criteria for depressive disorder or post-traumatic stress disorder (there is substantial diagnostic overlap). He had no pre-war psychiatric history.
At the second interview I prescribed a dierent class of anti-depressant (¯uoxetine 20 mg and later 40 mg daily) and medication for sleep. There was no change in his state over the ensuing months. When I addressed him he thumped his heart and wept wordlessly.
As they walked in for our September appointment, Fatima told me that`something had happened' during a week's holiday at the home of a Medical Foundation supporter on the Isle of Wight. On a walk they had come upon an old mill and Samir had suddenly come to life, saying he remembered similar mills in the old days back home. From then he had been as she had not seen him for over a year, and his sleep had also improved. He struck me too as clearly dierent, less aroused and anguished, and now his gaze out of the window seemed neutral. He spoke spontaneously for virtually the ®rst time (which was to ask Fatima to tell me I was a good man).
But by the next appointment he was as dysfunctional as before. Through bitter tears he said that`my life is over . . . things are stronger than me' and`I could kill myself '. They had also heard news of the death of an elderly aunt in Bosnia. This was from natural causes but to Samir it was war-related, like everything else. His references to their experiences suggested an ordeal still fresh and raw, despite the passage of time. He told me he needed to go back to Bosnia, something he was to repeat many times.
By summer 1998 I had been seeing him for a year and his psychiatric state showed no improvement. Attempts to introduce a rehabilitation focus ± starting with walking his daughter to school every day ± were scarcely more eective than the anti-depressants had been. I knew he had been a football fan and when I asked him if he was following the 1998 World Cup he replied that this was pointless in a world where men could just walk in and rob him of all he had built up. Nothing felt normal.
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In September 1998 they were able to obtain a travel document and visit Fatima's relatives in Croatia. At our appointment shortly after their return Samir was again immediately more normal. He was less charged and talked almost¯uently about a risky journey he had insisted on making alone to Zvornik. When he had approached his old house the Serb occupant had sworn at him and ordered him to leave. He said he realised that the town he had known ± the people, their ways of life ± had utterly vanished. It seemed possible that the task of saying goodbye to what was now undeniably lost might have been usefully advanced but, as before, the clinical improvement was shortlived.
In May 1999, as the crisis in Kosovo ± another part of former Yugoslavia ± made the headlines, Samir's sleep disturbance worsened. He said to Fatima that if Milosevic bombed London, where would they go? In Denmark his mother had broken her hip and was increasingly in®rm: with the family scattered across Europe, what would happen when she died?
Samir told me I should come as a guest once he was back in Zvornik. Fatima, who sometimes looked tired and frustrated, called his preoccupation with return an`obsession'. She pointed to the lack of a home or economic prospects in Bosnia and contrasted their daughter's schooling in London with the likelihood of having to learn`Serb' history in a Serb school. At her request I wrote a report in support of an application for local housing. Now 10, the daughter would say to Samir:`Daddy, don't be sad. I am very happy.'
There had been no signi®cant clinical upturn by the time follow-up ended in September 2000, occasioned by my leaving my post.
DISCUSSION
Psychological trauma may have displaced hunger in lay and professional understanding of the pathological eects of war (Pupavac, 2001 ). Samir's condition was indisputably a facet of the trauma of war, but if it was a psychiatric disorder ± and by DSM or ICD criteria it was ± it was one that mocked and tantalised. It had de®ed psychiatric treatment and rehabilitation, de®ed the devoted entreaties of his family, de®ed the passage of time, yet remitted (if only temporarily) following the two encounters described above. How is this to be understood?
Orthodox psychiatry views the meaningful nature of reality as a property arising in an individual mind, and a breakdown in the meaning of things as a scienti®c problem, amenable to biotechnical solutions (Bracken, 2002) . Was Samir presenting a scienti®c problem, comprising a pathology of key emotions which would be the target of therapeutic interventions?
But to Samir, the problem was a world in which a man found himself powerless to defend his family and household (kuca), which in Bosnian culture is typically symbolised through the house itself ± hence his constant references to his lost house (Eastmond, 2000) . It was a world in which Bosnia's torment and dismemberment could be tolerated, the perpetrators still walking free and victims unredeemed. Such a world seemed to him unintelligible and absurd, unable to provide a meaning for the events he had passed through. The eect of this was to cast a shadow over the rhythms of even everyday life. How is this experience to be described? A psychosocial survey in war-torn Kosovo, another part of former Yugoslavia, found no word for`trauma' in the local language: the nearest equivalent was a term meaning 266 INTERNATIONAL JOURNAL OF SOCIAL PSYCHIATRY 49(4) `spiritual bruise'. This is a much wider and more holistic concept of injury than a scienti®cally framed one. Was Samir, so plagued by a sense of a breach in the natural order of things, spiritually bruised? Like all matters of science, psychiatric understandings and interventions have always been regarded as morally and politically neutral. But all suering evokes questions of values and morality, with the experience of the misery of war and political violence inevitably bound up with notions of responsibility, accountability and restitution. It became clear that Samir's clinical state was grounded in a position of moral outrage and protest at what had happened. Psychiatric treatment will not work, and it didn't work on Samir, when a morally blind technical ®x is beside the point. I wanted him to get better, and so did his wife, but this implied a change of mind about things, an acceptance of what had happened and a`moving on'. He would not or could not get better in a vacuum, as it were ± despite the personal costs he was paying for this stance. These costs included the psychosocial and physiological features I had identi®ed as constituting a psychiatric disorder, but perhaps these features were merely incidental and epiphenomenal. It is worth recalling the retort of another Bosnian asylumseeker in Britain when asked if he would like help from a pilot Bosnian mental health project: We are not mad, we are betrayed ' (McAfee, 1998) . The problem was moral (and social: note the`we') rather than psychiatric (and individual).
In a way Samir embodied the aroused suspension into which Bosnia itself was cast in the wake of the 1995 Dayton peace accord. This ostensibly ended the war, but by legitimising an ethnically cleansed landscape and leaving most victims without reparation or justice. To most Bosnians it was surreal that Milosovic, the prime instigator of a war that had cost nearly a quarter of a million lives in pursuit of`Greater Serbia', could be accorded equal status at the negotiating table by the Western powers, and be co-signatory to an agreement with peace' in its title (see note). It was hard to accept current arrangements as stable or permanent and many believed that war was not over. This made for a sense of limbo from which there was no easy`moving on'.
So why did he attend for 3 years? In part because his wife wanted him to, but we did establish a rapport, bolstered by the openness of my political views on Bosnia in solidarity with his. This highlighted a role not as psychiatrist but as citizen, with particular values and worldview. He called me a good man, not a good psychiatrist. At least to this extent, my clinic was not operating as a morally and politically neutral space in the psychiatric tradition. Moreover the Medical Foundation for the Care of Victims of Torture was an organisation with a human rights identity.
Psychiatry acknowledges that patients have social concerns but generally views them as secondary, and which the patient best addresses once his mental disorder has been treated. This made no sense in Samir's case. His preoccupation with Bosnia, and the pain of exile, was his main theme. The bitter-sweet encounter with the mill, and even the confrontation with the Serb usurper and a lost Zvornik (which might have been expected to be`retraumatising'), seem to have given him temporary anchorage, easing his anguish. In this Samir was representative of most of the 850 other survivors I assessed during 9 years as principal psychiatrist at the Medical Foundation. Their clinical presentations varied but trauma seemed largely something that had happened in their social worlds, not in the space between their ears. Did I spend too long probing in the wrong place? SUMMERFIELD: WAR, EXILE, MORAL KNOWLEDGE 267
